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httpcense.Abstract Pulmonary tuberculosis in its pseudo tumoral form is a rare entity. This pseudo tumor is
suggested by a radiological parenchymal lesion or neoplastic-like presence in bronchoscopy of a
bud or lung inﬁltration. The diagnosis is conﬁrmed by bacteriological and/or different histological
samples. We report a patient aged 26 with no history conditions, no notion of contagious tubercu-
losis and without toxic habits, who reports with three months isolated type left chest pain operating
in a context of signiﬁcant weight loss but not encrypted, evening fever and altered general condition.
The clinical syndrome is a condensation of apical left and the rest of the examination is unremark-
able. The chest radiograph shows an opaque round, dense and homogeneous apical left chest scan
objective mass density tissue. Bronchoscopy was performed of a small bud at the apex of the seg-
mental left upper lobe whose biopsy was inconclusive. Transparietal puncture with histological
study conﬁrmed the diagnosis of pulmonary tuberculosis. The patient was then put under treatment
with antibacillaire. The diagnosis of tuberculosis should be considered in any tumor-like lung, as
well as to step up bronchoscopic radiation, especially in an epidemiological context and is sugges-
tive. This will allow early treatment of tuberculosis. The aim of our study is to report the rare and
special appearance of pulmonary tuberculosis pseudo-tumoral form in imaging.
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Pulmonary tuberculosis remains a health problem in countries
with high prevalence. It usually results in radiological images
evocative at the vertices and territories later, but it can some-
times be atypical of radiological aspects of making a pseudo
tumoral form posing the problem of differential diagnosis with
pulmonary neoplasia leading to a delayed diagnosis [1]. We re-
port a case of pulmonary tuberculosis in its pseudo-tumoral
form.is. Production and hosting by Elsevier B.V.
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Figure 2 CT scan: left apical tissue mass.
648 L. Herrak et al.Observation
This report is about a patient aged 26 years, never treated for
tuberculosis, with no notion of contagioustuberculosis and no
toxic habits who had 3 months’ isolated type left chest pain of
stitch to shoulder after irradiation with brachial neuralgia,
without other signs associated with respiratory tract or extra,
all operating in a context of unencrypted fever, night sweats,
weight loss important but not encrypted and alteration of gen-
eral condition.
Clinical examination found a patient eupneique, afebrile,
pale conjunctiva slightly discolored, no clubbing and no
Claude Berner Omer syndrome. The review of pleuro pulmon-
ary syndrome shows a condensation apical left without pain on
palpation of the exquisite coastline. The rest of the physical
examination is normal and the lymph nodes are free.
Chest X-ray opacity front objective is left grossly rounded
apical dense and homogeneous tumour(Figure 1), the chest
CT scan performed on our patient showed a left apical tissue
mass, with some areas of necrosis. This mass in the artery com-
pletely sheathes the left subclavian, and adheres to the aortic
arch, with inﬁltration of the pulmonary artery window. The
contralateral normal lung parenchyma (Figure 2). Bronchos-
copy is performed on a small bud at the apex of the sub seg-
mental bronchus of apicodorsale Culminal whose biopsies
with histology were returned for revisions of non-speciﬁc ﬁ-
brous tissue with no evidence of speciﬁcity and without tumor.
Laboratory tests found 14,800/mm3 leukocytes, an inﬂam-
matory syndrome with an erythrocyte sedimentation rate of
125 mm/ﬁrst hour, C reactive protein (CRP) a`188 mg/l, and
an elevated ﬁbrinogen level of 8.90 g/l. Protein electrophoresis
shows a proﬁle consistent with an inﬂammatory syndrome
associated with a signiﬁcant increase in polyclonal immuno-
globulin. Stock renal, hepatic, phosphorus, and blood dyscra-
sias were unremarkable. The search for BK in the sputum isFigure 1 Chest X-ray: opacity round, dense and homogeneous.
Figure 3 Histology: epithelial giant cell granuloma with caseous
necrosis.
Figure 4 Histology: epithelial giant cell granuloma with caseous
necrosis.
Pulmonary tuberculosis pseudotumoral about one new case 649done three times and the product of bronchial aspiration is
negative.
We completed a puncture transparietal that withdrew whit-
ish material which pathological study conﬁrmed as TB by
identifying follicular epithelial giant cell with caseous necrosis,
and no suspicious cells (Figs. 3 and 4). The diagnosis of tuber-
culosis is selected as pseudo tumor and the patient is on treat-
ment based on four antibacillaires rifampicin (R), Izoniaside
(H), Pyrazinamide (Z) and Ethambutol (E) at doses appropri-
ate for weight for a period of 6 months with clinical, biological
and radiological surveillance.Discussion
Pseudo-tumoral forms of tuberculosis are a rare entity even in
highly endemic countries [2].
Our observation illustrates the fact that there are no patho-
gnomonic radiological pictures of pulmonary tuberculosis and
we must necessarily resort to a bacteriological and/or histolog-
ical examination before asserting or rejecting the origin of
tuberculosis as a pulmonary opacity [3]. While in endemic
areas, certain images are so common that they evoke the diag-
nosis of tuberculosis, there are still diagnostic errors by default
because certain images, by their appearance or location, are
rather reminiscent of other conditions especially lung cancer
and tuberculosis especially as the patient is a major tobacco
growersometimes escalating to the thorachotomie. CARLI
et al. reported 115 cases of tuberculosis in a study of the Ivory
Coast [4].
The diagnosis of psuedotuberculosis tuberculosis is often
delayed reﬂecting the diagnostic difﬁculties, it varies from 4
to 10 weeks according to the authors [5,6]. The clinical signs
are absent or nonspeciﬁc. Microscopic examination of the spu-
tum is often negative even for lesions excavated, this is related
to nature and poorly oxygenated solid caseous lesions in psue-
dotumoral tuberculosis [6,7]. The multiplication of the bacilli is
slow to the point of giving them a quiescent character justifying
the routine use of cultures on Lo¨wenstein–Jensen to increase
the performance of the bacteriological analysis. Endoscopic as-
pects of psuedotumoral bronchopulmonary tuberculosis can
simulate those of a bronchial carcinoma. These forms are in
fact rare endobronchial types resulting in a bud (in the case
of our patient), an ulcer or bronchial inﬁltration [8].
Radiological aspects can refer to malignancy showing a
roughly rounded opacity on a chest radiograph. Aspects are
the type of scanner nodule or mass whose size is variable,
the shape may be regular or spiculated taking the contrast of
peripherally [3].
Mediastinal lymphadenopathy is rare in post-primary
tuberculosis or is seen only in 5% of cases with peripheralenhancement reﬂecting the central necrosis suggestive of
tuberculosis [9] but this aspect is not speciﬁc since ‘It can be
observed in a lymphoma or metastatic carcinoma’.
Conclusion
Pulmonary tuberculosis will not cease to mislead the clinician
by its great clinical and radiological polymorphism, it should
be considered in symptoms lasting even if the radiological pic-
ture is atypical especially in a non-smoker. Its prognosis is gen-
erally favorable.
The lesson we draw from this observation is that, regardless
of the radiographic image of a thoracic and clinical history, al-
ways think of tuberculosis in the differential diagnosis until
proven otherwise, especially in an endemic area or before a
suggestive epidemiological context and this will enable early
treatment of the disease.
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